these six cases carried out the operation in two stages, but the bowel, detached and pushed down into the pelvis, sloughed, and the patient died of peritonitis: he had seen the same thing happen in the practice of another surgeon. In one of the six patients abdominal exploration for acute obstruction led to a diagnosis of cancer of the rectum to which the left tube was adherent; at a second operation these organs were removed by the abdomino-perineal method, when the condition causing obstruction was found to be tuberculous salpingitis widely infiltrating the rectal wall. The patient got well. In the other five, microscopical examination showed typical carcinoma; three died as a result of shock or peritonitis shortly after operation, and two recovered, but neither had yet passed the three years' limit. As an alternative, when the growth was situated in the upper part of the rectum, the abdomino-anal method, as described by Miss Aldrich Blake, and as practised by Mayo and others, was to be considered, but he was of opinion that for growths in the ampulla-the usual site of rectal neoplasms-it was wise to sacrifice the levator and other tissues around the bowel. An attempt *to preserve the sphincteric apparatus ran two risks, of which the first was local recurrence and the second an incontinent functionless anus, which was probable after an operation necessitating a perineal dissection, which rendered it difficult to ensure that all the muscles and their nerves should be left intact; he thought a patient was more comfortable with a colostomy under such circumstances, so that as a routine operation for rectal cancer he preferred the abdomino-perineal method.
Mr. GORDON WATSON said; that most of the points he intended to speak on had been mentioned by others. Since April, 1909, he had performed the abdomino-perineal operation ten times, and had assisted others on nine occasions. He had also watched distinguished operators perform the operation. In the cases on which he had himself operated, he had only twice brought down the bowel to the anus. Of his ten cases four died, two of them three weeks after the operation-one of pneumonia and one from cellulitis-and two within a week of the operation for peritonitis. The chief objection which most people would raise to the abdomino-perineal operation was its high mortality; but the same kind of thing occurred in connexion with the operation of panhysterectomy by the abdominal method when first introduced. For the first few years the mortality was about 40 per cent., whereas a gynaecologist told him recently that the present mortality was probably~under 10 per cent. He considered that the latter figure would be reached in the abdomino-perineal operation if the cases were carefully selected. Patients over a certain age, with fat abdomens and thick arteries, were not suitable for such an operation. With regard to the technique of the operation, he would like to bring out certain points. No patient ought to die of shock after this operation. Each of his patients had been given a i gr. of morphia an hour before the operation, most had had saline during the operation, given by means of Arbuthnot Lane's rubber bags. Some had had oxygen, passed through absolute alcohol, given with the anawsthetic.
In not one of his ten cases had there been danger or grave anxiety on account of shock after the operation. He was sure shock could be eliminated. With regard to the length of the operation, the longest time he had taken was one hour forty minutes, and the shortest tinle was one hour. He did not think that was too severe a strain for that procedure. If the mortality could be reduced, he did not think any surgeon could object to it on pathological lines, as had been pointed out by Mr. Handley and others. He had not succeeded in discovering permeation in the portions of bowel above the growth, which Mr. Handley had demonstrated that evening, but he had kept all the specimens, with a length of bowel above and below, and would further investigate the point. He wished to emphasize another point, namely, the method which Mr. Wallis practised, and which he (Mr. Watson) had several times assisted him at, namely, bringing the bowel down through the sphincters without dividing the sphincter. But that was not suitable for cases in which there was a growth in the lower 5 in. of bowel, because he was convinced that later on, though the cases might do very well at first, recurrence would happen locally where the sphincters were not removed. The procedure was admirablv suited for growths above the reflexion of the peritoneum from the vesicula seminales on the one hand, or the vagina on the other. He would like to know the opinion of Fellows with regard to prophylactic injections of coli vaccine. He had given it experimentally in several cases, but it was difficult to arrive at conclusions. The idea was to give it before operating so as to diminish the chances of peritonitis by raising the resistance of the patient. He believed that the great risk connected with the operation was the occurrence of peritonitis the result of sepsis. Mr.. Handley mentioned that he had had three consecutive fatal cases. He (Mr. Watson) also had three consecutive successful ones, but they were followed by three consecutive fatal cases, though in two of them he felt he was partly responsible, because he gave coli vaccine within thirty-six hours of the operation, which was due to a misunderstanding between the pathologist and the house surgeon. Since that time he had given the vaccine a week before operation, and during that week he had had the teeth carefully attended to. Naphthalene tetrachloride was also given every four hours, in 5-gr. cachets, and the rectum irrigated daily with a view to diminishing the intestinal flora for a week before operation.
Mr. SAMPSON HANDLEY, in reply to Mr. Gordon Watson, said he had not used anti-coli serum, but he had used anti-streptococcic serum in one case. That case recovered, but he could not say what part the serum played in the-recovery.
Sir FREDERIC EVE said he had used anti-streptococcic serum, as a routine measure, before excising the rectum. It seemed to do good; he could not say more than that.
The PRESIDENT congratulated the Section on the very interesting discussion which had taken place during the two evenings allotted to it. Before calling upon Mr. Swinford Edwards to reply, he said he would like to mention that he knew one case in which carcinoma of the rectum did not recur until ten years after removal, and then the recurrence took place in both the lung and the rectum. He had been much struck, when doing the combined operation, with the small amount of shock which resulted. It did not seem to matter whether the operation were done quickly or slowly; in fact, sometimes the more slowly it was done in moderation the better. The real point of importance was to avoid stretching and pulling on the structures. Even in the prolonged operations there was a small amount of shock compared.with that from Kraske's operation. What appeared to be the great objection to the combined operation was that he at all events could not be sure, however carefully it was performed, that there would not be sloughing of the posterior part of the bowel. He had no dread of peritonitis; that did not occur if the peritoneum were sewn up carefully. He did not succeed in any large proportion of cases in getting healing by first intention; in fact, he only remembered one genuine case. Therefore, he was becoming convinced that the operation of choice in the immediate future was the removal of the rectum and lower part of the sigmoid flexure, leaving a permanent colostomy wound. An unsatisfactory anus in the right position was less satisfactory than a satisfactory colostomy wound.
Mr. SWINFORD EDWARDS, in replying on the discussion, said he could confirm the President's remarks as to the extraordinary absence of shock after the combined operation. His last case of excision of the rectum took place at St. Mark's Hospital a fortnight ago, when he
